1. Health education is a major component of child health supervision. These educational efforts cover topics ranging from nutrition to injury prevention. There is little evidence, however, to support health education alone as an approach to behavior change. 2. Child health supervision is designed for children who have competent parenting, overall good health, and satisfactory growth and development. These conditions, unfortunately, are lacking for too many children. 3. Some studies have demonstrated that mothers who have the following characteristics are less likely to comply with AAP-recommended child health supervision schedules: (1) unemployed, (2) raising their children alone, (3) poor, (4) young, (5) frequently changing residences, (6) inadequate prenatal care, (7) members of a minority group, and (8) poorly educated. [2] [3] [4] In 1 study, only 40% of children enrolled in a managed care plan attended all of the recommended visits, while 25% attended no well-child visits at all. 5 The AAP guidelines for health supervision visits are controversial because of concerns about the value of what is done during visits and the insufficient supply of health care professionals (eg, pediatricians, family medicine practitioners, nurse practitioners, physician's assistants) to deliver such care to all children. 6 The Congressional Office of Technology Assessment study group observed: "The health status of children in particular (and the population in general) is far more strongly determined by social and economic factors than by the nature of medical care; hence, the contribution that well-child care can make to health outcomes is likely to be modest…" 7 It concluded that well-child care, as now performed (other than immunization), has no overall effect on childhood mortality or morbidity and exerts little influence on developmental and social-functioning outcomes. 7 In 1990, the Canadian Task Force on Periodic Health Examination reached the same conclusion. 8 Practitioners need to change their perspective on traditional professional roles and methods and focus on the goal of meeting the health needs of all children. Changing health maintenance and disease prevention from the individual child to the community level is the next phase in the development of pediatric training. Twenty years ago, it was a big step to move pediatric training from the tertiary inpatient wards to the primary outpatient setting. Now, continuity clinics are an integral part of residency training. A similar integration for community health training is a remaining challenge.
Clinical training is generally hands-on ("see one, do one, teach one"), and community pediatrics training should be, too. Moreover, it should be based rigorously on scientific evidence of what helps, just as clinical training is moving toward evidence-based medicine. To have more practicing pediatricians working effectively to improve child health at the community level, we need to make available to residents the opportunity to participate in mentored community project experiences that follow the precepts outlined by Sanders et al. 1 Then, the bridge from bedside to community will not only have firm foundations but also an impressive width and a long span.
